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DEFICIENGY) . :
) \fl,o\\w
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 04% 047 NFPA 101 LIFE SAFETY CODE i\ .
S8=F STANDARD
Exit and directional signs are displayed in L=
accordance with 7.10 with continuous illumination S&=F
also served by the emergency lighting system. , .
18.2.101,18.210.1 L.} On 9/8/16 exit signs were ordered tp
(Indicate N/A in one story existing occupancies .replace exit signs that did not have
with less than 30 occupants where the line of exit adequate illemination. Oun 9/14/16
travel is obvious.} : - exit signs were replaced.
This STANDARD is not met as evidenced hy;
.| Based on observation and interview, the facliity 1) On 9/8/16 100% of exit signs were
failed to maintain exit signs. - sodited for adequate illomination 2
’ others were found with dim~
The findings include: illumination and replaced. Plant Ops
: Department ordered encugh to
Observation and interview with the maintenance replace the dim lights and have extra
director on 9/6/16 between 9:00 and 10:30 AM on stock.
revealed the exit signs were not iluminated by .
rooms 201, 358, 220, and at the physical therapy 3) Starting 9/8/16 Facility Plamt Ops
exit. Director and/er Plant Ops assistant
will andit exit si wee
These findings were verified by the maintenance weeks for coreect ﬁ?:mmmg m
director and acknowledged by the administrator § wocks Plant Ops department vill \U
during the exit conference on 9/6/16, ; e O\ '
g mooiter exit signs quartetly for \'5
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 correct illumination. )
S5=F . .
Required automatic sprinkler systems are 4.) Staring 9/28/16 findings of exit sign
continuously maintaired in reliable operating avdits will be reported to QAPI
condition and are inspected and tested , monthly for 3 months.
periadically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, .
975 |
This STANDARD is not met as evidenced by:
Based on observation, record review and
- irterrievethoefaciibafallcdto-mairtain aeas
aufomafic sprinkier system. K| 08% NFFA 101 LIFE SAFETY CODE
) ‘ STANDARD
The findings Include:
. S§=F
Observation,- recard review and interview with the
maintenance director on 9/6/16 between 9:00 AM
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K 062 | Continued From page 1 KO0B2| 1) on9/15/16 FDC signage was posted.
and 10:30 AM revealed; On 9/15/16 Inspector Test signs were
. . posted. On 5/15/16 4 airfwater
1. There was no signage at the FDC.. genges were teplaced. On 9/8716 5
2. *need 2 inspectors test signs. vear obstruction test confimuation
3. *need 4 airfwater gauges. ived sid 1
4, There was no 5 year obstruction 'E;ﬂzrd‘:t? reoeived ad Dggefj ond
investigation. , :
*taken from 5“6 quarterly inspection repon. 2.) On 9/15/16 Plant Ops Ditestor and
NFFA 25, 8-7.1 & 19‘2-2 Plant Ops assistant walked through
- , facility ¢ -
These findings were verified by the maintenance :,:; E;Bge: n:;“ ;:Eir:;hwwzlm
director and acknowledged by the administrator ignage was found to be needed,
during the exit conference on 9/6/16, ha \'\U
K 066 NFPA 101 LIFE SAFETY GODE STANDARD KO85 3) On /1516 cducetion was provided 1N
§8=D to Facility Plant Ops Di d
Smoking regulations are adopted and includa ro plmf?;;?usi:nmt uf: FD?;:;:;
less than the following provisions: Inspecter Test si gn s, airiwater
(1) Smoking is prohibited in any room, ward, or sc;uges.smq °b$9t:;"gﬂ? If:’“tbg a
compartment where flammable liquids, o m;‘:'“u wart adi ant Ups
combustible gases, or oxygen s used or stored epartment wi o AUCIES To cnsure
and in any other hazardous location, and such Blg;aia is posted, gauges are in place
area is posted with signs that read NO SMOKING anc gastruction test is completed and
or with the international symbol for no smoking. up to date.
s : - : 4) Starting 9/28/16 findings will be
(2) Smoking by patients classified as ot
responsible is prohibited, except when under reported to QAPI monthly for 3
direct supervision. months.
{3) Ashtrays of nancombustible material and safe ;,mm“ 101 LIFE SAFETY CODE
design are provided in all areas where smoking is :
ermted. 580 =
= {4) Metal containers with self-closing cover . 1) On 98716 meml selficloding
devices info which ashtrays can be emptied are container was placed in smoking agea
readily avaiiable to all areas where smoking is by Plant Ops D. nt £
permitted, 19.7.4 psLiep
This STANDARD is not met a8 evidenced by: :
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I

OTHER LSC DERICIENCY NOT ON 2786

This STANDARD is not met as svidenced by:
Based on ohservation and interview, the facility

failed to maintain fire doars.

The findings include:
Observation and interview with the maintsnance

director on 9/6/16 befween 9:45 and 12:41 AM
revealed;

1. The paniry door In dietary failed to close and

lateh,

2. Cross-corridor doors by room 131 failed to
latch to the floor. .

3. There were no floor strikes for the fire doors
by_rnnm 210

4)

Staring 9/28/16 sudit findings will be

reported o QAPI monthly for 3
months. -

~. K|130 NFPA 101 MISCELLANEOUS

SSuE
) 1‘.)

On 9/23/16 pantry door in diewry
was repau'ed. On 9/20/16 cross-

STATEMENT OF DEFICIENCIES 1oty eroviDERISUPPLERICLIA (+2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUNBER: A. BUILDING 57 - AN BUILDING 64 COMPLETED
445145 B. WING - 09/06/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- D 5580 ROANE STATE WY, —
Oty D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECYION )
PREEIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENYIFVING INFORMATION) TAG cnoss-REFEREgnglg i;g &-I}E APPROPRIATE OATE
K 066 | Continued From page 2 KOBB| 2) On 9216 Plant Ops Director and
Basad on shservation and intervigw, the facility - Plant Ops agsistant walked through
failed to maintain smoking area. other “smoking areas arpund the
facility to epsure ¢ach had a meta]
The finding Includes: -self-close  lid. Nbo  more wers
. : . determined to be nesded,
Observation and interview with the maintenance - :
director on 9/6/16 at 10:27 AM revealed there 3.) On 9/23/16 education was provided.
was no metal contatner with a self-closing lid in to Plont Ops Department op smoking
the employee smoking area, regulations by CEQ. Starting on
. ) 9/16/16 Plant Ops Department will
This finding was verified by the maintenance audit all smoking areas weekly for 6
director and acknowledged by the administrator weeks t sasure thay have a meta] oW
during the exit conferance on 8/6/18. - scif-closing receptacle. d\\q'-"
K 130 | NFPA 101 MISCELLANEOUS' i€ 130
8S=

These findings were verified by the maintenance
director and acknowledged by the administrator
during the exit conference on 9/6/16.

asscssed and pafis ordercd for repair
by 9/30/16. On 9/8/16 floor strikes
were added to fire doors by room
210.
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STATENMENT OF gEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA (¥2) MULTIPLE CONSTRUCTION ) {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A, BUILDING: 81 - FAIN BUILEING 09 COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ‘
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORREGTION ' (%5)
PREFIX, {EACGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRELCTIVE AGTION SHOULD EE GOMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED];O\[ CT%E ARPPROPRIATE DATE
) ) DEFIC
N 002} §200-8-6 No Deficisncies N Q02
2) On 9/8/16 all doors in facility were
avdited end repairs made a5 needed,-
During the life safety portion of the survey 3) Statting  9/16/16 Plant Ops
conducted on 9/6/16, no deficiencies were cited - Department wili audit facility doors
under 1200-8-6, Standards-for Nursing Homes. . weekly for 6 wecks.
4) Starting 9/28/16 audit findings will
be reported to QAPI monthly for 3
menths.
Division of Health Gare Fadilities . . .
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